Study selection and assessment: randomised controlled trials (RCTs) or systematic reviews of screening and treatment for obesity. Drug treatment studies had to have >6 months of follow up; all other treatments had to have >12 months of follow up. Study quality was assessed using the US Preventive Services Task Force criteria.
Outcome: weight loss.
MAIN RESULTS
No RCTs evaluated the efficacy of obesity screening. Counselling and behavioural interventions. 3 systematic reviews showed that behavioural interventions promoting exercise and/or dietary change achieved small weight reductions (US: 29 RCTs, mean weight change over controls 23.3 kg, range 28.8 to 1.9 at >1 y) (UK: 24 RCTs, mean weight change over controls 23.0, range 210.6 to 1.4 at 12-60 mo) (Canada: 6 RCTs, mean weight change over controls 22.1, range 24.5 to 20.2 at 24-84 mo). Of 11 additional RCTs on high intensity interventions, 6 used a true control group; 4 showed effectiveness (weight loss of 2.5-5.5 kg more than controls at 12-54 mo). In the other 5 RCTs, 1 high intensity intervention was better than another. Moderate intensity interventions showed mixed results (2 RCTs), and 2 of 3 low intensity interventions were ineffective. Drug treatments. Sibutramine was moderately effective (7 RCTs, weight loss 2.8-4.2 kg at 8-52 wk) as was orlistat (10 RCTs, mean loss 3.5 kg at 1 to 2 y). 18 additional RCTs were consistent with the systematic review. Sibutramine led to weight loss of 2.8 kg (95% CI 1.6 to 4.0) to 7.8 kg (CI 5.9 to 9.7) more than placebo (6 RCTs). Orlistat (120 mg 3 times/d) led to a weight loss of 2.8 kg (CI 1.8 to 4.5) to 4.5 kg (CI not calculable) more than placebo (6 RCTs). 1 RCT showed a nonsignificant difference in favour of orlistat. Evidence for metformin was mixed. 1 RCT showed that sibutramine led to greater weight loss (13.4 kg) than orlistat (8 kg) or metformin (9 kg). Long term adverse events were not reported. Surgical approaches. 3 systematic reviews compared surgical techniques and did not include non-surgical control groups. 3 additional RCTs compared gastric banding with surgical controls. Groups did not differ in any RCT, but all treatments led to considerable weight loss (17 to .40 kg). The 3 RCTs did not report mortality; the main adverse events were reoperation and wound infection.
CONCLUSIONS
No studies have evaluated the effectiveness of obesity screening. Counselling and drug treatment lead to modest weight loss. Drug treatment seems safe in the short term, but long term effects have not been studied. Surgery has not been compared with non-surgical treatments; it can lead to large amounts of weight loss, but is associated with a substantial risk of complications. Several key points need emphasis. Firstly, it is debatable whether most of the studies (6-24 mo duration) are adequate to assess the long term benefits and risks of weight loss methods. Like hypertension or diabetes, obesity is a chronic disease, 1 and treatment trials should last >4-5 years. Secondly, no study showed that weight loss reduced cardiovascular morbidity or mortality, as this may depend on sustained weight loss. Thirdly, strict enrolment criteria and high losses to follow up limit generalisability to patients typically seen in clinical practice. Finally, the method of outcome reporting, which does not capture weight status in dropouts, may overestimate weight loss.
Despite these limitations, how can the findings be applied to clinical practice? In obese patients with cardiovascular risk factors, weight loss with a structured dietary and counselling programme is reasonable because modest (5-10 kg) weight loss can improve blood pressure and glycaemic and blood lipid control and reduce drug therapy needs. Maintaining weight loss is more challenging but is more likely with continuous counselling or an exercise programme.
2 Drug therapy can supplement a dietary regimen to enhance weight loss induction and maintenance in such patients, but orlistat and sibutramine, the most widely used agents, are not approved for .2 years' use, and long term safety is not established. In obese patients without cardiovascular risks, perhaps the emphasis should be on maintenance of a stable weight. Surgical therapy should be reserved for patients with severe obesity (BMI .35 kg/m 2 ) or severe comorbidity who do not benefit from non-surgical weight loss. 3 Furthermore, its benefits must be balanced against a 0.5-1% mortality and other postoperative complications.
The ultimate lesson from this thorough review is that since non-surgical approaches lead to only modest, difficult to sustain weight loss, efforts from both a public health and individual patient perspective should focus on preventing rather than treating obesity.
